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Abstract
We welcome Jesus et al.’s paper, which makes an important contribution to the under-researched area of the
physical rehabilitation workforce. The authors present recommendations to “advance a policy and research agenda
for ensuring that an adequate rehabilitation workforce can meet the current and future rehabilitation health needs”
(p. 1). We argue that their perspective could however be strengthened by adopting a stronger global perspective,
including consideration of the needs of low-resource settings. In particular, we highlight the integral role of more
effective sector and inter-sectoral governance, the opportunity to support the development of community-based
rehabilitation (CBR), the lessons that can be learnt from human resources for health (HRH) research and practice
more generally, and the recent developments in the global provision of assistive technologies. Each of these issues
has important implications and contributions to make to advance the policy and research agenda for the global
rehabilitation workforce.
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We welcome Jesus et al.’s paper [1], which makes an im-
portant contribution to the under-researched area of the
physical rehabilitation workforce. The authors present
recommendations to “advance a policy and research
agenda for ensuring that an adequate rehabilitation
workforce can meet the current and future rehabilitation
health needs” (p. 1). We argue that their perspective
could however be strengthened by adopting a stronger
global perspective, including consideration of the needs
of low-resource settings. We wish to complement their
original article by highlighting further key areas. In par-
ticular, we highlight the integral role of more effective
sector and inter-sectoral governance, the opportunity to
support the development of community-based rehabili-
tation (CBR), the lessons that can be learnt from human
resources for health (HRH) research and practice more
generally, and the recent developments in the global
provision of assistive technologies. Each of these issues
has important implications and contributions to make to
advance the policy and research agenda for the global re-
habilitation workforce.
Jesus et al. propose a policy agenda, highlighting the need
to “adapt policy options to different contexts (e.g. rural vs
urban), even within a country” (p. 1), and provide recom-
mendations for both local and global policymakers. How-
ever, the six rehabilitation workforce challenges outlined by
the paper do not sufficiently recognise the integral role of
governance and leadership in addressing these, including
strategies to increase the priority of rehabilitation on the
health agenda. Dieleman and Hilhorst [2] specify that the
influence of governance is undervalued in addressing the
HRH crisis, at both country and global levels, including is-
sues of accountability, planning, implementation, monitor-
ing, corruption and transparency. Governance impacts on
all other health system functions and can lead to improved
performance of a health system, including effective delivery
of the interface between rehabilitative and general health
services [3, 4]. Health workforce challenges necessitate
strengthening health governance in addition to human re-
source systems, to generate change in the overall health sys-
tem [5]. The Joint Learning Initiative [6] asserts that
“workforce development should be seen as a political-
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technical process, shaped by history, bureaucratic proce-
dures, labour markets, and political accommodations of di-
verse interests … leadership is thus crucial to strengthen
national ownership of workforce strategies” (pp. 66-67).
There is an opportunity to build on global guidance docu-
ments, for example the Joint Learning Initiative [6], the
World Health Organization’s (WHO) Global Code of Prac-
tice on the International Recruitment of Health Personnel
[7] and WHO Global Strategy 2030 [8], providing potential
solutions to challenges faced in rehabilitation workforce
planning. Although we note that Jesus et al. cited these ref-
erences in their article, we believe that they have more po-
tential to address rehabilitation workforce challenges than
was developed in their paper.
With the rapidly growing ageing population, and the
majority of persons with disabilities living in low- and
middle-income countries (LMICs), there is a need to con-
sider the global context when addressing rehabilitation
workforce challenges [9, 10]. Jesus et al. suggest six rehab-
workforce challenges for the century. However, they make
little mention of CBR, the strategy favoured by the WHO
[11] and civil society organisations in resource-poor set-
tings [12]. CBR has been steadily growing since the 1970s,
so that it is now present in an estimated 90 countries [9].
The CBR matrix, which provides guidance on components
within CBR, has health and rehabilitation as key elements
within this. We believe that Jesus et al. underemphasise
the opportunity and role of CBR in addressing many of
the weaknesses and threats that the authors identify, in-
cluding coverage gaps, barriers, lack of physically access-
ible sites, international migration and access outside of
hospital settings (see for instance [13-18]).
While Jesus et al. focus on setting an agenda for physical
rehabilitation, it is important to consider that often profes-
sionals working with people with physical disabilities may
need to have a multi-faceted skillset [19]. This can often
include softer skills outside of traditional technical skills
[20–22]. For example, within CBR, professionals often have
to take on an advocacy role to reduce stigma associated
with disability [9]. While Jesus et al. allude to negative soci-
etal beliefs as a barrier to access, they do not discuss re-
habilitation professionals’ potential role in addressing this
through advocacy at a policy level, or community-level in-
terventions to change attitudes. In our experience, rehabili-
tation professionals who work in remote areas often need
to be able to provide services to not just those with physical
disabilities, but also to those experiencing difficulties with
cognition, activities of daily living (ADLs), and communica-
tion etc., which may be outside of their original physical re-
habilitation training skillset [23]. Such skillsets may
therefore need to be expanded or alternatively “shifted”.
While the role of task-shifting in providing services was
alluded to by Jesus et al., this approach deserves much
more attention. The evidence for task-shifting in
rehabilitation is slowly growing [24]. However, we can look
to other areas of health where task-shifting has been shown
to be an effective strategy, such as for maternal and child
health [25, 26] and HIV/AIDS interventions [27], or well-
documented workforce considerations, such as training,
motivation, supervision and retention [28–30]. Learning
from challenges, opportunities and evidence-based exam-
ples from these disciplines, specifically in relation to task-
shifting and providing services for vulnerable populations,
is a viable strategy for the rehabilitation workforce.
One of the most significant global initiatives in the field
of physical rehabilitation is WHO’s GATE (Global Co-
operation on Assistive Technology) programme, which
seeks to produce a step-change in the provision and use of
affordable quality assistive technology (AT) [31]. Follow-
ing a three-round Delphi procedure with 200 participants
and a global survey completed by over 10,000 respondents
from 161 countries, the Priority Assistive Products List
(APL) was agreed at a Consensus Conference in Geneva
in 2016 [32]. The strategic development of this list focuses
on four thematic areas— products, policies, provision and
personnel. The latter, personnel, is likely to involve both
up-skilling existing rehabilitation professions and develop-
ing new cohorts, using task-shifting, to ensure that AT ex-
pertise is available at the community level in some of the
world’s most resource-poor contexts. This then should
also be a key factor in planning for the human resources
necessary to support AT users in the rehabilitation sector.
Jesus et al. draw attention to the important and under-
researched area of physical rehabilitation health work-
force challenges. It is important that while setting a glo-
bal agenda, such an effort should encompass the
challenges and potential solutions for high-, medium-
and low-resource settings, as well as urban and rural set-
tings. We have sought to complement Jesus et al.’s im-
portant article by highlighting some of the ways in
which this can be done.
Abbreviations
ADLs: Activities of daily living; APL: Priority Assistive Products List;
AT: Assistive technology; CBR: Community-based rehabilitation; GATE: Global
Cooperation on Assistive Technology; HRH: Human resources for health;
LMICs: Low- and middle-income countries; WHO: World Health Organization
Acknowledgements
Not applicable.
Funding
No funding was received for this article.
Availability of data and materials
Not applicable.
Authors’ contributions
All authors contributed to the key discussion points and read and approved
the final manuscript.
Ethics approval and consent to participate
There was no ethical approval required for this commentary piece.
Power et al. Human Resources for Health  (2017) 15:73 Page 2 of 3
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Centre for Global Health, Trinity College Dublin, 7-9 Leinster Street South,
Dublin 2, Ireland. 2Department of Psychology, Maynooth University, John
Hume Building, North Campus, Maynooth, Co. Kildare, Ireland. 3Centre for
Rehabilitation Studies, Faculty of Medicine and Health Sciences, Stellenbosch
University, P.O. Box 241, Cape Town, 8000, South Africa. 4Olomouc University
Social Health Institute, Palacký University, Univerzitní 22, 771 11 Olomouc,
Czech Republic.
Received: 22 March 2017 Accepted: 20 September 2017
References
1. Jesus TS, et al. Human resources for health (and rehabilitation): Six Rehab-
Workforce Challenges for the century. Hum Resour Health. 2017;15(1):8.
2. Dieleman M, Hilhorst T. Governance and human resources for health. Hum
Resour Health. 2011;9(29):1–11.
3. McVeigh J, et al. Promoting good policy for leadership and governance of
health related rehabilitation: a realist synthesis. Glob Health. 2016;12(49):1–18.
4. Siddiqi S, et al. Framework for assessing governance of the health system in
developing countries: gateway to good governance. Health Policy. 2009;
90(1):13–25.
5. Kaplan AD, et al. Human resource governance: What does governance
mean for the health workforce in low- and middle-income countries? Hum
Resour Health. 2013;11(6):1–12.
6. Joint Learning Initiative. Human resources for health: Overcoming the crisis.
2004. Retrieved from http://www.who.int/hrh/documents/JLi_hrh_report.
pdf. Accessed 25 September 2017.
7. World Health Organisation. WHO Global Code of Practice on the International
Recruitment of Health Personnel. Sixty-third World Health Assembly WHA63.16.
Geneva: World Health Organisation; 2010. Retrieved from http://www.who.int/
hrh/migration/code/code_en.pdf?ua=1. Accessed 25 September 2017.
8. World Health Organisation. Global Strategy on Human Resources for Health:
Workforce 2030. Geneva: World Health Organisation; 2016. Retrieved from http://
www.who.int/hrh/resources/globstrathrh-2030/en/. Accessed 25 September 2017.
9. World Health Organisation. World Report on Disability. Geneva: World
Health Organisation; 2011. Retrieved from http://www.who.int/disabilities/
world_report/2011/report.pdf. Accessed 25 September 2017.
10. World Health Organisation. World Report on Ageing and Health. Geneva:
World Health Organisation; 2015. Retrieved from http://apps.who.int/iris/
bitstream/10665/186463/1/9789240694811_eng.pdf?ua=1. Accessed 25
September 2017.
11. World Health Organisation. Community Based Rehabilitation: CBR
Guidelines. Geneva: World Health Organisation; 2010. Retrieved from http://
apps.who.int/iris/bitstream/10665/44405/1/9789241548052_supplement_
eng.pdf. Accessed 25 September 2017.
12. Gilmore B, et al. A study of human resource competencies required to
implement community rehabilitation in less resourced settings. Hum Resour
Health. 2017;15(70):1–14.
13. Dawad S, Jobson G. Community-based rehabilitation programme as a
model for task-shifting. Disabil Rehabil. 2011;33(21–22):1997–2005.
14. Magallona MLM, Datangel JPB. The community based rehabilitation
programme of the University of the Philippines Manila, College of Allied
Medical Professions. Disability CBR Inclusive Development. 2012;22(3):39–61.
15. Penny N, et al. Community-based rehabilitation and orthopaedic surgery for
children with motor impairment in an African context. Disabil Rehabil. 2007;
29(11–12):839–43.
16. Finkenflugel H, Rule S. Integrating community-based rehabilitation and
leprosy rehabilitation services into an inclusive development approach. Lepr
Rev. 2008;79:83–91.
17. Eide AH. Impact of community-based rehabilitation programmes: the case
of Palestine. Scand J Disabil Res. 2006;8(4):199–210.
18. Claussen J, Kandyomunda B, Jareg P. Evaluation of the community based
rehabilitation programme in Uganda. Oslo, Stockholm: Norwegian
Association of the Disabled; 2005.
19. MacLachlan M, Mannan H, McAuliffe E. Staff skills not staff types for
community based rehabilitation. Lancet. 2011;377:1988–9.
20. Rule S. Training CBR personnel in South Africa to contribute to the
empowerment of persons with disabilities. Disability CBR Inclusive
Development. 2013;24(2):6–21.
21. Chappell P, Johannsmeier C. The impact of community based rehabilitation
as implemented by community rehabilitation facilitators on people with
disabilities, their families and communities within South Africa. Disabil
Rehabil. 2009;31(1):7–13.
22. Deepak S. CBR matrix and perceived training needs of CBR workers: a multi-
country study. Disability CBR Inclusive Development. 2011;22(1):85–98.
23. O’Dowd J, et al. Towards a core set of clinical skills for health-related
community based rehabilitation in low and middle income countries.
Disability CBR Inclusive Development. 2015;26(3):5–43.
24. Mannan H, et al. A systematic review of the effectiveness of alternative cadres
in community based rehabilitation. Hum Resour Health. 2012;10(1):1–8.
25. Lobis S, et al. Expected to deliver: alignment of regulation, training, and
actual performance of emergency obstetric care providers in Malawi and
Tanzania. Int J Gynecol Obstet. 2011;115(3):322–7.
26. Gilmore B, McAuliffe E. Effectiveness of community health workers delivering
preventive interventions for maternal and child health in low- and middle-
income countries: a systematic review. BMC Public Health. 2013:13(847).
27. Hermann K, et al. Community health workers for ART in sub-Saharan Africa:
learning from experience – capitalizing on new opportunities. Hum Resour
Health. 2009;7(1):31.
28. Haines A, et al. Achieving child survival goals: potential contribution of
community health workers. Lancet. 2007;369(9579):2121–31.
29. Jaskiewicz W, Tulenko K. Increasing community health worker productivity
and effectiveness: a review of the influence of the work environment. Hum
Resour Health. 2012;10(1):38.
30. Strachan DL, et al. Interventions to improve motivation and retention of
community health workers delivering integrated community case
management (iCCM): stakeholder perceptions and priorities. Am J Trop Med
Hyg. 2012;87(5 Suppl):111–9.
31. Khasnabis C, Mirza Z, MacLachlan M. Opening the GATE to inclusion for
people with disabilities. Lancet. 2015;386(10010):2229–30.
32. World Health Organisation. Priority Assistive Products List. Geneva: World Health
Organisation; 2016. Retrieved from http://www.who.int/phi/implementation/
assistive_technology/EMP_PHI_2016.01/en. Accessed 25 September 2017.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Power et al. Human Resources for Health  (2017) 15:73 Page 3 of 3
